Introduction: Sore throat is a common complaint in general practice which is more frequent in children. The most frequent pathogenic bacteria
Introduction
Sore throat accounts for 3-6% of all official visits to family doctors in North America [1] . The majority (80%) of pharyngitis cases are caused by viruses, where as 15% of cases are of bacterial etiology (of which group A beta-hemolytic Streptococcus is the most common), while the remaining 5% are caused by rare organisms like Corynebacterium diphteriae [2] . The most pathogenic bacteria involved in pharyngotonsillitis is group A Streptococcus (GAS) because of its suppurative or non-suppurative sequelae [3] . These
Gram positive cocci are distributed worldwide, accounting for 15-30% of pharyngitis cases in children and 5-10% of cases in adults [4] . It has been estimated by WHO that approximately 7 sore throat episodes occur per child per year, with 13.5% of these being caused by GAS [5] .
In Cameroon, a study carried out by Hardis found that streptococcal pharyngitis represented 8.49% of inflammatory pathologies in the Ear, Nose and Throat Unit (ENT and is more frequent between the age group of 3 to 30 years [6] , while Ombga et al. revealed that 31.15% of sore throat was caused by Streptococcus with group A accounting for 4.92% [7] .
Rapid identification and consequent prompt treatment of patients with pharyngitis due to group A streptococci (GAS) not only prevents complications, but also reduce the risk of spread of GAS.
The majority of the Rapid Antigen Diagnostic Tests (RADTs) that are currently available have a high specificity (95% or greater) and a sensitivity of between 70 and 90% compared with cultures. Due to their high specificity, antigen detection tests are recommended as a screening method for group A beta haemolytic Streptococcus, with advantages such as rapid diagnosis and early initiation to therapy [8] .
Due to the low sensitivity observed with RADT, the American Academy of Paediatrics and the American Heart Association have historically recommended that when a patient who is suspected of having pharyngitis attributable to Group A beta haemolytic Streptococcus (GABHS) has a negative antigen test, a confirmatory culture should be obtained since culture is considered as gold standard [9] . The aim of this study was to assess the diagnostic impact of RADT in the management of patients with GAS.
Methods
A cross-sectional descriptive study was carried out from January to GAS was identified in 16 samples from patients with dysphagia (as shown in Table 1 ). GAS was identified in nine samples of the 30 patients who suffered from tonsillar exudates. Sixteen of the 71 (22.5%) patients had positive culture for Streptococcus pyogenes.
In children aged 15 years or below there were six positive culture samples for GAS, giving a prevalence rate of 25%. In adults older than 15 years, 10 of the 47 samples had positive cultures for GAS, giving a prevalence rate of 21.3%.
The RADT detected group A streptococcal antigens in 12 of 16 culture-positive samples giving a sensitivity of 75% (shown on Table 2 ). The rapid test was negative for 57 samples, of which 53 were actually negative on culture. This test was also positive in 2 specimens for group C and G Lancefield classification for 2 culture negative patients giving a total of 53 true negatives. The specificity of the rapid test was 96%, with positive predictive value of 85.7%, negative predictive value of 93% .
Out of the 24 patients belonging to the 2-15 years age group, the rapid test identified GAS antigens in 5 of the 6 positive culture samples showing a sensitivity of 83.3% and one false positive result (as shown on Table 3 ). The rapid test was negative for GAS in 18 samples of which 17 were actually negative for GAS after culture, resulting to specificity of 94.4%. The rapid test detected GAS antigen in 7 of the 10 culture positive samples in 47 patients belonging to this age group. The sensitivity of the rapid test was 70 % and the specificity was 97.3% .
Concerning susceptibility to beta-lactams, 11(68.75%) of the 16 S.
pyogenes strains isolated were sensitive to Penicillin G (shown in Figure 1 ). All strains were susceptible to amoxicillin -clavulanic acid and ceftriaxone. Susceptibility test to macrolides shows that 9(64.3%) strains were resistant to erythromycin, while all strains were sensitive to pristinamycin. Eleven strains (68.75%) were resistant to gentamycin and almost all 13 (94%) were not sensitive to cotrimoxazole.
Discussion
According to studies carried out by Schroeder in Amsterdam, GAS account for 15-30% of pharyngitis cases in children and 5-10% in adults [4] . Our study demonstrated a prevalence of 25% of GAS in children which is similar to previous studies conducted. The correlation between age and the prevalence of GAS can be explained by the fact that, children have not yet developed immunity to the prevalent serologic types of GAS and thus can easily be infected [10] . The high prevalence of these bacteria in developing countries such as Cameroon could be due to factors related to poor basic sanitation and deficient healthcare systems [11] . Literature has shown that about 80% of sore throat is caused by viruses thus the culture negative cases could have been related to viral aetiology. Pus cells were identified in eight culture negative samples which could be explained by the fact that, these cases of sore throat might have been caused by bacteria other than GAS.
The predominant signs and symptoms vary from study to study.
Steinhoff et al. in Egypt found the associations between positive
exudate cases and fever above 38° C statistically significant [12] .
A number of kits have been marketed for the detection of GAS antigens on throat swabs [8] . Typically, those in wider use have reported sensitivities of approximately 90% and specificities of approximately 95% [13] . The overall specificity of the rapid test used for this study was 96%; meaning that false-positive test results were unusual and in our study we had 2 false positive results
Page number not for citation purposes 4 which may be related to the presence of group C or G Streptococcus strains in the pharynx that express the group A carbohydrate antigen. The sensitivity of this test was 75% implying that there were more false-negative results than had been anticipated. It has been suggested in literature that, most of the false-negative RADT results may be related to faulty technique or poor preservation of the kit. However, early studies by Gerber et al; 1986 in Chicago on first-generation RADTs demonstrated that a large proportion of patients with false-negative RADT results were truly infected with GAS and were not merely carriers [14] . From the results obtained, rapid antigen testing alone may lead to a significant number of cases of GAS pharyngitis that are left untreated (and potentially able to cause sequelae). This finding may be partially due to the observation made by Lieu et al., 1990. The test was more often sensitive in children than in adults (83.3% versus 70%). This may be due to the proportion of children with true pharyngitis, rather than colonization (as might have been with adult patients).
The positive predictive rate was 83.3% in children and 87.5% in adults. These rates, particularly the adult positivity rates, were higher than was anticipated. This may reflect the number of patients above 15 years with true pharyngitis who came for consultation at that period of the study. When rapid antigen detection testing produces a negative result, the use of a second swab for confirmatory culture should be considered to avoid missing a positive infection, particularly if there is a high clinical suspicion of GAS or rheumatogenic strains circulating in the community. Blood agar culture is the test of preference for diagnosis of GAS, with sensitivity of 90 to 95% [15] . False-negative cultures are probably results of patients with small number of colonies, and many are carriers. However, this method may delay the identification of GAS in samples for 48 to 72 hours, preventing early diagnosis. Whereas the initiation of antibiotic therapy could reduce the symptoms of sore throat and reduce transmissions of GAS to other subjects in early diagnosis. 
Conclusion
A rapid test may have an additional value in the management of patients with high risk of having GAS infection. However, tests with a higher sensitivity are needed for accurate and reliable results for early diagnosis of patients with sore throat caused by GAS. 
